Many of those who have given their views have been psychiatrists or social workers-external assessors, so to speak, with all the advantages and disadvantages that this implies. Others have written only of the dying patient. Those of us directly concerned with the treatment and long-term follow-up of many patients with cancer of different kinds (some curable, some in relapse, some in remission) have had much less to say. One thing is certain. Whoever writes on this subject is walking into a minefield of misunderstandings. Some will always be determined to label him (on the basis of selective quotation) as one who "believes that patients should be told the truth" or as one who "believes that they should not. " We are all supposed to belong to one school or the other. Yet most of us have learnt that there are important exceptions to every generalisation and that, as Bernard Shaw said in another context "the only golden rule is that there are no golden rules." Every time we say "some patients" or "most doctors," we want to add "but by no means all" and to give examples. Oversimplification and apparent contradictions are inevitable. This is also a very emotional subject. Strong objections raised are as likely to be due to dislike of the words or phrases used (no matter how liberally we sprinkle them with apologetic quotation marks) as to genuine disagreement with what is done.
But there is one overriding reason for not keeping silent-the importance of the subject. To anyone interested in the whole patient (as we are all taught to be from our earliest days as medical students) good communication is far from being just a fringe benefit. Sometimes it is more important than anything else. And it need not always take up a lot of time. Some authors seem to think that little can be done without fairly long interviews. Many of the rest of us, unable or unwilling to allot so much precious time to this particular aspect of our work, except with occasional patients (and by no means convinced that a long formal interview is always the best thing), are constantly impressed by the difference that a few words of the right kind at the right time can make to the morale of a frightened or depressed patient.
Background communication
Patients who feel they are "not being told enough" are often suffering from a feeling of insecurity due, not to insufficient frankness about their exact diagnosis or their long-term prognosis, but to lack of sustained professional interest in their symptoms (5) Tense and suspicious that they are being kept in the dark, some patients badly needmore information. This must be recognised and dealt with, but it is a mistake to think that such patients must be told everything or they will continue to worry. This may be so, but it is often not so. Sometimes morale may be dramatically restored by limited explanation (anatomical rather than pathological) and encouragement. In suitable cases, show the patient his x-rays; explain to him, as to a medical student, how (for example) enlarged hilar nodes are preventing air from getting into one of his lungs and how it is hoped (by radiotherapy or chemotherapy) to get the lung working again and thus relieve his shortness of breath. If his voice is hoarse because of recurrent laryngeal nerve palsy, or if a glance at his eyes shows Horner's syndrome, explain this, too. Talk to the right kind of patient in the right kind of way and he will be interested, less afraid, and perhaps greatly reassured to know that there is no disease in his throat or eyes and that these syndromes are understood; quite common (but interesting, no two cases being exactly alike); harmless in themselves; and unlikely to get any worse.
Although the dilemma is sometimes very real and it is difficult to know what to do for the best, in many of these situations there is scarcely any choice, unless we are to be exceedingly heartless, or unless we use so many technical words or so many euphemisms that our claim to have "told the patient" could equally well be described as "not telling the patient." Those who say (and like to think) that they are "honest with their patients and tell them the truth" mav well finish up handling the situation in exactly the same way as those who feel it is "generally wiser not to tell patients outright." Are we to press information on patients who do not seem to want it? Sometimes a vital clue is not the patient's first question, but his second question (or the absence of a second question), after we have begun to give him some explanation of what is going on, watching to see how he takes it.
The patient, in fact, often guides us as to what we should say.4 It may be difficult for some to appreciate quite what this means, but with experience its essential truth becomes clear.
Finally, either the prognosis, or the attitude of the patient, or both, may at any time change completely, so that the doctor may be confronted by a situation quite different from the one he faced initially. Communication of diagnosis and prognosis is not a dilemma to be faced once and then forgotten. It is a matter for continuous care and sensitivity in changing circumstances.
Hope and "denial"
The subtleties and paradoxes of communicating with the patient with cancer cannot be understood-and his fears cannot be handled sympathetically-without some insight into the gradient formed by varying degrees of hope, optimism, and denial. Each may be slight or considerable and, as in normal life, may vary from day to day and from month to month. "Denial" (not a very satisfactory word, but the best we have) is when a person takes a less serious view of what is happening to him than he would do if it was happening to somebody else; "forgets" what he has been told about his diagnosis or prognosis; or "denies" some unpleasant possibility. Opinions will always differ as to how common this is. It depends on whether slight denial, perhaps affecting only some of the more unpleasant possibilities, is included or not. Failure to recognise denial may lead to costly mistakes, with needless damage to morale. Some patients can accept blunt talk about a bad prognosis, provided they have "not got cancer." Others are exactly the opposite. They can accept that they have a kind of cancer, but cannot tolerate a bad prognosis. Thus diagnosis may be denied and prognosis accepted or vice versa.
The doctor needs to be sensitive to such alternatives and to conflicts in a patient's mind arising from occasional or sustained use of this useful, perhaps essential, protective mechanism, which may be quite fragile (easily upset by a chance remark; a newspaper article about cancer; the death of another patient) or more deep seated. Sometimes a patient "knows" and sometimes he does not. Perhaps when he is with one person he seems to know; when he is with another he seems not to know. He may know; but not want to think about it. His mood changes. Perhaps he accepts probable death, but can still plan for possible recovery or remission. "He may suspect," wrote Barber, "that he is just building castles in the air-and why not-to some extent he has done it all his life."'' He may have no illusions, but not want to talk about it. We all know how much it can hurt to have something said aloud that we have suspected for some time. Something that we know deep down, but not superficially-in other words we show a degree of denial. Finally, a patient may show denial to such an extent that friends and relatives can scarcely credit it; and those looking after him, perhaps unwilling to accept the concept of denial, may attribute such "lack of insight" to brain metastases.
Hospital staff sometimes say about a patient, "he is not stupid, he must know the score perfectly well." But denial is not related to intelligence. Nor to knowledge; it is quite common in doctors who develop cancer. In some ways it can be thought of as the opposite to excessive anxiety-for example, fear of flying, perhaps following some frightening incident. Such fears have little to do with knowledge or intelligence. The ambivalent feelings we all have about these things are shown clearly when on the one hand we talk of "wishful thinking" or "self-deception," as if this were always unhealthy or a sign of a weak character; and when on the other hand we admire optimism and "refusal to accept defeat" (often associated with a contempt for pessimistic statistics and gloomy expert opinions) as a sign of strength, resilience, and courage. It has been said that denial in serious illness is just as common, perhaps even more common, in those with a strong personality who have led successful lives.)
OPTIMISM OR "ACCEPTANCE" ? We may feel more humble and better able to understand the optimism and denial of some of our patients (and their doubts about the wisdom of asking for more information i) if we reflect on the situation that we all face in the last quarter of the twentieth century. Suppose we are asked to say-publicly or in the presence of younger members of our family-what we believe to be the prognosis of our society. Would we describe the chances of dying within the next 20 years from violence (nuclear or otherwise) as (a) very small; (b) appreciable; or (c) more likely than not ? The question is a fair one, objective and dispassionate, but we are quite likely to be annoyed by it and to refuse to take it seriously, a sure sign that to do so might disturb our protective defence mechanisms, or those of others (whom we do not wish to hurt). If we are asked about some even more unpleasant possibility, such as hunger or starvation, our unwillingness to discuss the matter will be even greater, although observers from another planet would see nothing fanciful in such a question. Like our patients with cancer who fear possible recurrence and death, we are likely to feel that since there is little we can do about it, and since it may never happen, it is foolish to dwell on the matter and pointless to ask for more information. Much better to get on with living our lives and forget about it.
If a patient soon denies what he has been told,1" does this mean that it would have been better to handle his case differently ? I think it often does. A period of shock and depression, followed by denial because what has been said is intolerable, means a period of unnecessary distress that could have been avoided. Nobody has benefited. Either the patient has been wrongly assessed, or his peace of mind has been deliberately sacrificed, perhaps in the name of some over-rigid dogma or rule of thumb, based on the idea of "always being honest"; perhaps with the hope of ultimately reducing public fear of certain words; perhaps for real or imagined medicolegal reasons. Much has been written about patients moving gradually from denial towards "acceptance," but it is also quite common to see a change in the opposite direction, from acceptance to denial; and this may be seen both in those doing badly and in those doing well. The idea that acceptance is inherently preferable to denial and that this should always be the ultimate, if not the immediate aim, is too doctrinaire. It is usually wiser not to try too hard to alter these things. Limited explanations, which might seem lame and incomplete if denial were absent, can bring valuable comfort and encouragement when it is present.
When it occurs, sustained absence of denial is impressive. "Aren't I lucky to have such beautiful weather for my last summer ?" was the consistent, calm mood of one recent patient, a 50-year-old unmarried teacher, who said she had no religious faith. But this is not common.
Similarly, situations where husband and wife both accept and discuss freely with each other (and perhaps even with their friends) the expected forthcoming death of one of them can occasionally work well and be touching and ennobling. But, once again, such an approach 1625 for months on end seems to suit only a few. Attempts to achieve such acceptance in unsuitable cases can damage the relationship between doctor and patient and lead to considerable distress, at least until a measure of hope and denial reassert themselves and mercifully heal the pain and feeling of hopelessness that had become insupportable. Even in dying patients, Hintonil found complete acceptance in only five out of 60 of those he interviewed.
The evidence of certain kinds of inquiry (for example, asking healthy people if they would like to be told if they were dying; or asking patients with cancer if they approve of having been told the full facts) needs to be treated with the greatest reserve. Understandable pride, self respect, and concern not to seem cowardly are likely to distort the findings to such an extent that such studies cannot be taken at their face value. Of more interest is the fact that when the bereaved relatives of 785 patients were interviewed by independent observers,i2 only 2°' definitely considered that it would have been better if those who did not appear to know the probable outcome of their illness had known. Elizabeth Kubler-Ross1' in her carefully detailed and sensitive study of dying patients goes so far as to say that "even the most accepting, the most realistic patient, left the possibility open for some cure . they showed the greatest confidence in the doctors who allowed for such hope-realistic or not-and appreciated it when hope was offered in spite of bad news." incredibly blunt words: "The news from France is very bad." Yet because of the way he said it and because of his personality, the morale of those of us who heard him rose rather than fell, and confidence in him (and in ourselves) grew before he had said another word.
Although in some ways such situations differ from that of advanced cancer, it seems to help medical students, young nurses, and trainee social workers (some of whom feel that it must surely be the doctor's duty to tell every patient the full facts) if we discuss with them problems of leadership and morale in a non-medical context. Suppose a plane crashes in an isolated area where the chance of ever being found is remote and where every aspect of the situation is as bad as it can be.
The "honest" leader, who considers that every survivor, whatever his age or condition, has a right to know that there is "no hope" (and who advises acceptance of a slow and certain death, rather than "pretending" otherwise) will not be very popular. Few 
Avoiding extremes
Between the extremes of cold or excessively pessimistic "honesty" on the one hand, and what is sometimes called the "pathetic charade" of deception on the other, lies a complex range of various more civilised and generally preferable options. Some are a blend of bluntness and cautious optimism. Some are based on talking to the patient in such a way that he is, in effect, given the choice of either denial or acceptance. Some depend on unspoken communication, many patients preferring to be "told" in this way, rather than to have everything spelt out to them. Some rest on the fact that, although many patients are grateful to have someone looking after them who is not afraid to discuss cancer, death, and dying, many others prefer their doctor to talk about something more cheerful.
Each option, whether applied to diagnosis or to prognosis, is infinitely flexible. As doctors, concerned only with doing our best for each patient, we should take full advantage of this fact. To do so need not in any way compromise our integrity. It is sometimes wise to be much more blunt about diagnosis than about prognosis; and sometimes vice versa. With some patients optimism carries more conviction when salted with some unpalatable facts and possibilities. With others, especially if to describe what has already passed between patient and staff (unless something striking or unusual has happened) may only encourage an undesirably rigid idea that the problem has been dealt with.
Medical social workers and others, seeing a patient for the first time after being informed that he knows his diagnosis and prognosis, are often puzzled to find that this does not appear to be the case. The cause is twofold. Firstly, when doctors talk of "telling" or "not telling" the patient, they differ considerably as to what they mean by these phrases. Many British doctors, for example, believe that in the United States "they tell all their patients." Yet it was recently claimed in an American medical journal that 90 % of American doctors "usually do not tell."'" Secondly, the denial mechanism and a preference for euphemisms may have already come into play, and perhaps the patient totally suppresses part of what was said to him and emnhasises another part.
Sometimes it is suggested that the best solution to this problem is to leave all such discussion to the family doctor, who probably knows the patient, his family, and his responsibilities better. But there are serious objections to this. Firstly, the specialist has first-hand knowledge of all the benefits and side effects experienced by many other patients in a similar situation. The patient senses this and realises that he is not just getting a second-hand opinion or a view based on a fairly small experience of his particular problem. Secondly, to delay until the patient sees his own doctor can cause unacceptable anxiety. Thirdly, the hospital doctor, particularly if he specialises in cancer, has a far better chance than the family doctor of being able to provide valuable encouragement by telling of a similar patient who responded well to treatment; perhaps of one who recently attended for a checkup, who is back at work and enjoying life. A specialist in a large centre, unlike the family doctor, may refer to such cases without risk of breach of confidence.
Conclusion
"It is fear that I stand most in fear of," wrote Montaigne nearly 400 years ago, "in sharpness it exceeds every other feeling." So we must try to relieve this particular form of suffering, just as we try to relieve pain; and good communication can often do this better than any drug. We must communicate both efficiency and kindness; and we must not confuse diagnosis with prognosis. Whatever the outlook, our main objective is to maintain morale and to help the patient to achieve maximum courage, equanimity, and peace of mind, but not in a shortsighted way which will create difficulties later on.
Most of us prefer to be pragmatic, in the best sense of the word, rather than to follow some set dogma; to assess as best we can (preferably with the help of relatives and nursing staff) the immediate and late effects of what we have said or not said, modifying accordingly our future policy in similar circumstances; and trying to learn from our mistakes, just as we do in any other aspect of patient care.
Central to the art of good communication is firstly to try to get the amount of information and explanation about right. Lack of information can greatly increase anxiety and stress (knowledge is the antidote to fear, said Emerson)-but so can too much of it. Secondly, whether the outlook is good or bad, to give appropriate reassurance and encouragement. There is always something to reassure the patient about and nearly always something to be positive and optimistic about, even if this is only the prospect of symptom relief. Thirdly, to be watchful and flexible, especially if there is a change (as there often is) either in the prognosis, in the patient's attitude, or in his threshold for anxiety and depression. And finally-sometimes directly in serious conversation, sometimes indirectly, by word or by manner, by humour or by friendship-to remind the patient whose outlook is serious, but not hopeless, that few things in this world are certain and that the difference between the uncertainties that he faces and those faced by others his age may be only a matter of degree. We are all travelling the same road.
